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CHAPTER I 
STATEMENT OF 1HE PROBLEM, JUSTIF !CATION ,. 
SCOPE, AND DEFINITION OF TERMS 
The statement of the problem.-- The purpose of this study is to 
attempt to determine whether physical therapists perceive the treatment 
situation as a situation in which a counseling~type approach may be 
taken to the relationship between themselves and the patients. 
Justification of the study.-- The value of this study, and therefore 
its justification, is based on the presupposition that it is important 
for physical therapists to appreciate the importance of the interpersonal 
relationships with their patients and to be sensitive to the nuances of 
itt and utilize this sensitivity through the counseling-type approach 
to the relationship. Since the presupposition is so important , it 
would seem that the line of argument by which the writer supports it 
should be ade explicit in justifying this study. 
There is one major line of argument based on the assumption the 
physical therapist should perform her work adequately. It is generally 
accepted that the goal of physical therapy is that of physical improvement 
of the individual. But there is a great ·deal of authoritative evidence* 
to support the theory that a person is a psychosomatic entity. The 
psychological and physiological states do not exist as separate functions. 
* cf~ Chapter II 
-1-
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Rather, they ac t and interact intimately with one another, each 
influencing the other. Change in one ultimately brings about change 
2 
in the other. Therefore it can be concl uded that improvement in the 
physiological status of the individual may be forwarded by improvement 
in the psychological state. Conversely, such physiological i mprovement 
may be retarded by a poor state of psychological "health." 
One of the basic operating principles of contemporary psychologists 
working in the area of personality dynamics is that the person is greatl y 
affec t ed by his social situation~•the interpersonal relationships. This 
principle applied to the physical therapy situation would say that the 
physical therapist, through his or her relationship with the patient, 
will have an effect upon the patient's psychological state. This can 
be said because the therapist treats the patient; this is two people in 
a social situation. And treatment occurs over a period of time, sufficient 
for some sort of relationship to develop. We may conclude• thus, that 
since the psychological state of the individual influences his 
physiological status, and since the relation of the physical therapist 
to the patient has a psychological effect upon the patient, therefore, 
the psychological ·relationship of the physi cal therapist and patient 
influences the course of the physical treatment, either to further or 
re t ard it depending upon the quality. 
There is another line of argument which may be taken as subsidiary, 
based on a . coocern . for the physical therapis t · as a person.- As f dr anyone 
else, it i s ·necessary for the physical therapist to grow as a person- .. to 
3 
mature through life's experiences. Having chosen a profession whose 
aim it is to help people, it is assumed that the physical therapist is 
the type of person who is sensitive to the needs of others and responds 
to these needs. These patients have psychological needs, some of which 
have arisen as the result of physiological conditions. Therefore, the 
physical therapist will respond to these needs--insofar as she is 
sensitive to them, aware of them. The development of one's personality 
requires increasing sensitivity to the needs of others. Thus, for the 
sake of the physical therapist's own growth and maturity of personality, 
it is essential that she become ever more sensitive to the needs of her 
patients. 
Scope.-- The physical therapists in Boston area hospitals and 
clinics were asked to participate in this study by filling in a 
questionaire form constructed by the writer for the purpose of this study. 
Twenty-two physical therapy departments were listed and contacted. This 
is discussed more fully in Chapter III. The responses of this group 
would then be compared to those of a group of counselors chosen from 
the Boston University faculty• 
Definition of terms.-- The terminology throughout this work is 
unders tandable by its use in the context. However• there are two terms 
us ed several times for which a working definition should be provided at 
this timea 
1. counseling-type approach : a name given more or less arbitrarily 
by this writer to the sensitivity of the physical therapist for 
the patient's needs as a person and to the interpersonal 
4 
relationship existing between them. In practice. this 
sensitivity would be characterized by acceptance, permissiveness, 
and belief in the ·ability of the patient to solve his problems. * 
2. physical therapy situation: that time during which a patient 
receives treatment from a physical therapist. 
* Discussed more fully in Chapter II. 
CHAPTER II 
REVIEW OF THE LITERATURE 
Two lines of investigation have been pursued in reviewing the 
literature; 
1. searching the physical therapist's professional journal and 
some of the major works in related fields for comments 
pertaining to the physical therapist's attitude toward his 
patients 
2. consulting some of the recognized authorities in the field of 
counseling to ascertain the essential ingredients of a counseling 
approach. 
In the Physical Therapy Review, the major publication of the 
profession, there were only ten articles which seemed applicable to the 
topic. This source was examined from the issues dated 1940 through 
1/ 
the present and most recent issue. In 1942, Morton Seidenfeld-wrote: 
"Therefore, it becomes highly important that all those caring 
for the patient not only provide him with relief from his physical 
pain but also from his mental anguish. You. the physical therapist, 
are in an exceedingly good position to do this for you are the one 
most likely to have rather long daily contacts with the patient •• u 
Because of your close relationship you can supply that very 
impo-=tant individual in the patient's life--a good listener ... 
!/Morton A. Seidenield, "The Physical Therapist and Her Role in the 
Psychological Care of the Poliomyelitis Patient," Physical Therapy Review, 
(July-August, 1942), Volume 24, Number 4: 254. 
-5-
In 1948 an article appeared which was written by an occupational 
therapist for the annual American Physiotherapy Association conference 
·y 
the previous year. 
"Therapists are not psychiatrists . Most patients, however, 
never can hope to be seen by · the ·present number of these over-
worked specialists. It has become the - responsibility of the 
general practitioner and the regular spedalist to understand 
not only the ciinical diagnosis but the neuropsychiatric picture 
of the patient • 
6 
The therapist must use the same approach. The technician -who 
merely turns on a machine or applies a sling suspension is denying 
the patient enthusiasm, hope, purpose, self- esteem, friendshi p, all 
of whi ch he may need a great deal more than the treatment she is 
giving him~ if he is to become a well adjusted t successful 
indivi dual. The tremendous importance and validity of the t herapeutic 
r elati onship cannot be denied. 
The first responsibility of anyone building a therapeutic 
relati onship is to do her utmost to understand the patient •••• 
She should help the patient to understand the purpose of his 
treatment, how it will be given, and what he may do to cooperate •••• 
As the therapeutic relationship deepens between patient and therapist, 
she may use to help him to understand and acc.ept himself to the 
point where it is possible for him to look forward toward assuming 
responsibilities . .. 
Also i n that year Kelley wrote on the aspect of the psychosomatic 
cons ide r at i on of t he individual: 
11 lmplici t in the application of physical medicine is the f act 
that every sick person has a concomittant somatic and psychologic 
aspect to his i-llness. A broader understanding of this inter r elationship 
has a direct bearing on the work of the physical therapist ••• • 
2/ Ca r lotta Wells, OT. R., "Some Psychiatric Factors in the Patient- Therapist 
Relationshi p," Physical Thera,ey Review, (January-February, 1948), Volume 28 , 
r umberl:ll. 
3/Herbert Kelly, "Psychosomat ic Aspects of Physical Medicine," Physical · 
Therapy Review• (November- December, 1948), Volume 28, Number 6: 280-284. 
7 
To the work of physical medicine~ the therapist brings his 
expert lmow!edge and technical skills. However, in undertaking to 
alleviate the patient's illness and restore him to health, he may 
overlook one of the most important aspects of the treatment--his 
participation with the patient in a joint experience • 
•••• a comprehension of the psychologic implications of physical 
treatment and the significance of the therapist-patient relationship 
may provide the means for more effective therapeutic management." 
The following year a doctor wrote in a somewhat philosophical vein 
11 
regarding the physical therapist's role: 
"The physical therapist is in a unique position. In this 
profession alone the old art of laying on of hands persists, it had 
been too long forgotten. Relaxation, physical, mental, and emotional, 
is excellent therapy, and the therapist works with, · rather than for, 
t he physician in attaining the best for the patient, restoring 
hitherto lost units of humanity to new levels of usefulness and 
personal fulfillment • 
•••• cultivate humility and •••• rememoer that each patient carries 
within himself the seeds of his recovery.'' 
5/ 
Rusk -speaks of the therapist's role as well, as a member of the team, 
and her responsibilities not only of treating physical disability but 
helping the patients adjust to their disabilities up to the potential of 
6/ 
their abili ty. In the article by Hickey:- twenty six "Tools" are discus sed. 
Of these one is pertinent to the interpersonal relationship, that is, 
understanding. She states that "In the giving phase of understanding, we 
must make the patient realize that we understand his problems and are 
4/Elizabeth s. Austin, "A Message to Physical Therapists," Physical Therapy 
Review, (June, 1949), Volume 29, Number 6. 
5/Howard A. Rusk;, "New Horizons and New Responsibilities," Physical 'Therapy 
Review, Volume 129 1 Number 8: 355-358. 
~Ielen K. Hickey, "A Kit of Tools," Physical Therapy Review,. (April, 1951), 
Volume 31, Number 4• 
8 
interested in him as an individual, as well as a patient. Helping him 
solve his fears, his problems, his troubles, is as important as alleviating 
pain, preventing deformities, and lessening disabilities." 
7_1 
Blasko wrote for the annual Conference in 1951 on this subject: 
"The principles outlined in this paper apply to all sick 
people •••• In dealing with these patients the physical therapist 
must make a major intellectual adjustment by putting the emotional 
life of the patient on a biological p1ane with the organic and 
physiological data that are familiar •••• He must realize that the 
emotional life has coherence and continuity, that its growth and 
development parallel physical growth and development, that it is 
subject to trauma and degeneration, and, like the behavior of the 
heart rate, is governed by the principle of homeostasis. 
We may know quite a lot about the physiological effects of 
various physical therapies, but the psychological meanings are 
equally important. This is an area that requires much more 
research and study than has been given to it. 
The therapist's personal life experiences and his training will 
determine to a considerable degree his ability to deal with the 
patient's attitudes and feelings •••• We must be able to deal with 
these things without mobilizing unduly our own anxiety, which 
obviously impairs our ability to treat the patient. 
The attitude of the therapist is the most important thing in 
this therapeutic relationship, and it must generate confidence and 
understanding. This must be demonstrated wholly be attitude and 
must never be put into words because it is sure to sound patronizing." 
?.! 
Leopold also discussed the issue of interpersonal relationships at 
some length: 
"The interpersonal relationship which exists betvJeen the 
7 /John J • Blasko, "Some Psychiatric Aspects in a Physical Therapy Program," 
Physical Therapy Review, (November, 1951), Volume 31, Number 11: 468. 
8/Robert L. Leopold, "Patient-Therapist ' Relationship: Psychological 
Consideration," Physical Therapy Review, (January, 1954), Volume 34, 
Number 1: 8., 
9 
physical therapist and the patient he treats ordinarily receives 
little thought or comment. Yet this dynamic relationship is the 
emotional bridge over which the more mechanical forms of treatment 
are conducted. The manner in which this bridge is built may be the 
most important feature in influencing therapy successfully •••• 
From a conventional standpoint, the interpersonal relationship 
which takes place in the physical medicine department consists of a 
person with special skills performing a skilled technical job with, 
and for, a person with a special problem, whom we call a patient. 
Actually this relationship presents significant psychological 
problems, most of these on the part of the patient, but also some 
on the side of the therapist. Some of these are on a conscious 
level, but others are hidden from awareness. All human beings react 
to situations on both conscious and unconscious levels, and many of 
the feelings and attitudes which are -most important to us never reach 
the level of our conscious awareness." 
Leopold goes on to discuss the psychological implications for the 
patient--needs for dependency, aggressiveness, and bodily gratification 
as well as problems centering around the formation of the body image. 
How all these factors are integrated determines the maturity of the 
individual in a complicated society and his ability to adjust in the face 
of disabili ty. The author continues his discussion by considering the 
therapist's situation. The same needs apply, however, not complicated by 
illness,. "For the patient, the illness represents a disintegrating force; 
while for the th~rapist has continuing advance in his professional life 
represents a major force toward ever increasing maturity and integration,." 
In May of 1954 an article appeared considering the importance of 
human relations in the physical therapy program--the therapist-patient, 
therapist-therapist, supervisor-therapist and doctor ... therapist. The 
third of these was discussed at length, the major emphasis being placed 
10 
upon "consideration" for fellow workers., 
The following month an article was submitted by James A. Griffin 
10/ 
which was discussed by two psychiatrists. The first of these, Nila A. Covalt--
stated that: 
"Most therapists ai:e aware at least subconsciously of these 
emotional undercurrents. However, the more conscious knowledge a · 
therapist has generally, on the mechanisms of emotional reactions, 
the better able he is to assist each patient to progress in learning 
and accepting physical independence." 
u ; · 
Louis Sussman--wrote similarly: 
"The greater the grasp of the psychological implications 
associated with a physical disability the more tolerantly, 
sympathetically, and realistically will the individual physical 
therapist be able to cope with otherwise frustrating irrationalities 
and ·loss of motivation for sustained interest and participation in a 
program of rehabilitation. 
The over-all understanding of the patient as a person •••• will 
increase the physical therapist's interest in the patient beyond 
his isolated mechanical manipulation and stimulation of organs and 
instruction in use of devices, as well as increase the success in 
the rehabilitation of the disabled patient." 
12/ 
Noel G. Harris stated in a Congress Lecture*: 
9/Audrey A. Underkofler, "Human Relations - As Relating to Programs of 
Physical Therapy," Physical Therapy Review, (May, 1954), Volume 34, Number 5 .. 
10/Nila K. Covalt, discussion of James A. Griffin, "Physical Therapist's 
Problems in Chronic Illness," Physical Therapy Review, (June, 1954), 
Volume 34, Number 6: 297• 
11/Louis Sussman, discussion of James A. Griffin, "Physical Therapist's 
Problems in Chronic Illness," Physical Therapy Review, (June, 1954), 
Volume 34, Number 6: 297. 
12/Noel G. Harris, "The Place of the Physiotherapist in Psychological 
Medicine," Journal of the Chartered Society of Physiotherapy, (February, 1958), 
pp. 39-41. 
*This article was called to the attention of the writer by a visiting 
physiotherapist from London. 
11 
"I need not stress the importance of considering your patients 
as individuals, to establish a real rapport with your patients, to 
give them the impression that they can talk freely and openly to you 
and to give them a sense of security. A most important thing which 
is still f ar too frequently forgotten is to give each patient a 
chance to express his inner feelings concerning his life as a whole 
and his illness in particular • 
• • • • The physiotherapist who bears in mind the importance of the 
emotional factor •••• can do a lot not only to help fr om the physical 
side, but from the emotional side as well." 
With the exception of a few other articles related specifically to 
the care of cerebral palsy and poliomyletis patients, these noted above 
were the only ones to be found relevant to this study in the eighteen 
year period. Furthermore, most of the authors of these articles are 
medical meny either doctors or psychiatrists, especially the latter. 
This raises the question then, of whether this lack of discussion in the 
professional journal also represents a lack of awareness of the subject 
on the part of the members of the profession. 
1bere has been extensive writing in the field of psychosomatic, 
or psychological medicine, an aspect of the profession commanding more 
13/ . 
and more attention. In 1944 Maurice Levine--stressed the importance of 
t he fundamental ly positive attitude--"non-condeming and non-critical , 
non-judgemental, and accepting." This attitude is based upon a feeling 
of respect for the patient as a person. 
13/Maurice Levine, Psychotherapy in Medical Practice• 1he Macmillan Company, 
New York, 1944, p. 88. 
12 
.!±/ 
Flanders Dunbar, in her book published in 1948 discusses the 
physician-patient relationship as one in which the former listens and 
picks up clues from the latter's ,.spontaneous" description of what seems 
to be the matter. This listening should be done with every effort made not 
to be judgemental or opinionated about what is being said. This is 
stressed over and over again by the ruithor. 
15/ 
In that year also, Noel Harris discusses this issue in the first 
chapter "The Relation of Psychological Medicine to General Medicine:'' 
"This modern trend to teach applied normal psychology (stress 
laid on the ways by which our emotions, or other mental manifestations 
do aff ect our physical state) is showing i tseif in many directions. 
It is rather ironical that the younger ancillary services to medicine 
seem to have realized these facts much quicker than has the medical 
profession itself, and have ' already gone a long way in teaching their 
students applied psychology. It isonly necessary to look at the 
syllabus of the Association of Occupational Therapists, or more 
recently the syllabus of the Chartered Society of Physiotherapists ••• •" 
16/ 
Weiss and English raise several issues regarding the patient-
physical therapist relationship in their chapter "Special Applications 
to Physical Medicine. •• They raise the question of the physical therapy 
situation being too much a gratification "so the patient unconsciously 
may be encouraged to hold on to an illness... Also, can physical therapy 
14/Flanders Dunbar, Psychosomatic Diagnosis, Paul B. Roeber, Inc., 
New York, 1948• 
15/Noel G. Harris (Editor), Modern ·Trends in Psychological Medicine, 
Faul B. Hoeber, Inc., London, 1948. 
16/Edward Weiss, o. Spurgeon English, Psychosomatic Medicine, w. B. Saunders 
Company, Philadelphia, 1949. 
13 
and psychotherapy be compatible in the same patient (in psychosomatic 
affections)?* 
In the medical profession itself and in the comparatively recent 
adjunct physical medicine there have appeared several articles worthy of 
17/ 
note and pertinent to this study. In 1947 Watkins and Finesinger state 
that there is a great deal not yet known about the effects of various 
types of treatment on the psychological mechanisms of the individual 
patient. Also, the relationship between the therapist and patient involves 
much more than just the treatment of one person•s body by another person. 
The benefits which might be derived from this treatment procedure are 
often lost because "sufficient attention has not been paid to the role of 
the therapist in developing and utilizing the inte'rpersonal relationship. 
18/ ' 
William Soden, in 1949, states in his book Rehabilitation of the 
Handicapped that: 
"The consideration of psychology as a discrete phase of 
rehabilitation can be justified only for purposes of discussion. 
The integrative character of restoration must be strictly observed 
in practice, since the autonomy of individual personality predicates 
coordinated therapy. It is with good reason that the rehabilitation 
team, currently operating at various clinics in the country, has been 
established, However since no lines of demarcation separate the 
areas of investigation and treatment, effective correction of physical 
disability and its concomitant mental manifestations requires an 
* This writer would add a question that is present in her own mind and 
may even appear between the lines of the source. That is, are the physical 
therapists aware of the presence of these issues or the possibility of them' 
!2/Arthur L. Watkins, Jacob F. Finesinger, "Psychiatric Aspects of Physical 
Medicine," Journal of the American Medical Association, (December 20 1 1947), 
Volume 135, Number 16: 1050-1053. 
18~~illiam H. Soden, Rehabilitation of the Handicapped, The Ronald Press 
~pany, New York, 1949, p. 368. 
14 
overlap of knowledge on the part of each therapist. 
recognition of the psychosomatic ·nature of responses 
further emphasizes this approach." 
The increasing 
to handicaps 
19/ 
Seidenfeld, in writing on the Psychological Aspects of Medi cal 
Care regarding the orientation of medical staffs to the problems of the 
disabled , especially along the line s of psychological adjustment , the 
author states: 
11 Fundamentally it is a problem in professional training and 
as su ch should be included by all institutions responsible for 
training •••• we must also recognize that the patient's psychologicai 
problems are a continuing, never-ending process. As a result, ·even 
when the environment is adequately provided with all the required 
varie ties of professionals, it will often be necessary for all those 
engaged i n medical care to minister to one or another· phase of the 
psychological care of the patient •••• Therefore it is altogether 
necessary and proper that nurse, physical therapist, occupational 
therapist •••• te equipped to deal intelligently and in a psychologically 
sound manner >~i th the patient's questions or overt indications of 
maladjustment •••• it is desirable that all who are required to do 
such counseling regularly recognize cer tain basic principles. 
On the basis of experience, the present writer holds wi t h 
Carl Rogers that the most effective and satisfying counseling occurs 
when the counselor listens and encourages the patient in planning his 
own solutions. Non-directive counseling is more likely to be 
satisfying, meet the patient 's needs more effectively and create a 
sense of independence in him. Thi s is exactly what we wish to attain 
since the goal of the patient should be a return to normal independence. 
Chronic illness ~nds to make the patient regress into infanti le 
dependence and to shun the realiti e s of life. Every effort should be 
bent t oward counteracting such tendencies." 
20/ 
In a discussion · of an article Meislin comments that almost the 
19/Morton A. Seidenfeld, Psychological Aspects of Medical Care , Charles c. 
Thomas, Springfield, Illinois, 1949, p. 22. 
20/ Jack Meislin, discussion of Robert Peet, Howard Rome, Earl Elkins, 
"Some Psychologic Aspects of Prolonged Care in .the Treatment of Poliomyelitis," 
Archives of Physical Medi cine• (1954), Volume 35: 341-349. 
15 
entire course dealing with psychiatric aspects of physical therapy which 
he offers to physical therapy students at the College of Physicians and 
Surgeons, is based on the concept that the therapist-patient relationship 
is of paramount importance in every phase of medical care. He adds , 
"."' •• a statement made by the authors early in the paper can be fully 
evaluated: that "the psychological stresses •••• often jeopa rdize an 
otherwise excellent therapeutic regime •••• • I might add that too often 
t hey also jeopardize the very life of the patient ... 
The Of fice of Vocational Rehabilitation has published a booklet 
edited by James Garrett with some pertinent comments by various contributors. 
21/ 
Earker and Wright writing on ••The Social Psychology of Ad justment to 
Physical Disability" and especially on Constructive Worker - Client 
Relationships say: 
"A client can remain dependent, detached, acquiescent and 
non-communicating and can avoid facing his disability only if 
the other party to the relationship responds appropriately, i" e. 
by be i ng decisive, protective and dominant and by ignoring the 
disability. Similarly, pressures to participation in the 
rehabilitation program can be strengthened by an atmosphere that 
approves self-selected, realisti c goals and self-accepting attitudes. 
I t should be made clear that the worker does not have the 
answers to the questions which will arise during the course of 
the rehabilitation program; that rather there has to be a mutual 
working through of problems where the feelings and opinions of 
the client are just as important as the knowledge and experience of 
the worker." 
~In J. F. Garrett (Editor), Psychological Aspects of Physical Disability, 
Department of Health, Education and Welfare~ Office of Vocational 
Rehabilitation, PP• 23-24. 
16 
22/ 
Karl Menninger, in the same publication, writing on the ''Psychiatric 
Aspects of Physical Disability" states that: 
" •••• the rehabilitation worker should realize that he is 
treating not only disabled limbs, organs and bodies, but that he is 
treating the patient's body image of the broken limb, atrophied 
musc.les, blinded eyes or paralyzed body. Just as surely as . the 
psychiatrist does, the rehabilitation worker is treating the 
patient's personality, insofar as the patient's sense of personal 
worth, his conception of his relations to other people, his hopes 
and fears, his feelings of disgust, guilt, shame, wounded pride, 
are involved in the particular organ or limb or body system that 
has been disabled. The rehabilitation worker who cultivates a 
heart-felt appreciation of this principle cannot but regard his 
patients differently from the worker who beljeves (erroneously) 
that he is putting Mr. Brown's paralyzed leg through its daily 
exercise routine •••• 
There is only one way that t he rehabilitation worker can 
find out these things about the disabilities of his patients, 
and that is by getting to know his patients, coming to understand 
their problems, talking to them, and above all, listening to 
them. As he listens to his patients talking about their disabilities 
•• ~.he will come upon a deeper insight into the nature of the 
human body as the instrument for carrying out the intentions of the 
total personality ... 
23/ 
Morris Grayson presented an article in the Journal of the American 
Medical Association concerning the 'Con cept of Acceptance:'' 
"It is t he purpose of this pnper to emphasize and elucidate 
the psy.cho dynamic aspects of the concept of acceptance as it 
applied t o physical rehabilitation. Acceptance as it is commonly 
seen appears to be only a symptom but is in reality part of a 
greater complex that is within the realm of the total personality 
of the individual. The psychodynamic significance of accep tance 
is unfortunat ely too often abbreviated, Expressions such as 
22/ln J. F. Garrett (Editor), Psychological Aspects of Physical Disability, 
Department of Health, Education and Welfare, Office of Vocational 
Rehabilitation, pp. 11-121 15-16. 
23/Morris Grayson, "Concept of Acceptance in Physical Rehabilitation,'' 
JOurnal of the American Medical Association , (1951). Volume 145, 
Number 2: 893-896, 
"um<~illingness to be rehabilitated" or "cooperativeness, " while 
expressing in part the symp t omatology of acceptance, do not give 
the real picture or cast any light on the psychological problem 
that any disabled person faces.__. 
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While physical methods alone may prove effective, rehabilitation 
has to consider the psychosocial elements in order to prove effective. 
Thus, a staff that is indoctrinated in individual physical needs 
should be just as aware of psychological needs and -recognize the 
part they play in t he acceptance of the clisabili ty." 
~ 
Sidney Brent put forth his concept of "Personality Integration" in 
the American Journal of Physical Medicine: 
"The concept of integrated personality is based on the monistic 
theory that the relation between body and personality · is so close and 
fundamental that it constitutes an indiss·oluble unity.,. This view 
implies that the body and personality live together and grow 
together; that one's personality is conditioned to a large degree 
by the kind of body one has and by the changes that take place in 
the body. Accordingly, it suggests t hat a permanent body change, 
such as a physical disability, would be like l y to result in a 
permanent personality change. 
The author goes on to say that the reintegration process depends, 
to a large degree, on the coordination of the special rehabilitation 
services. 
The prov1s1on of rehabilitation disciplines and services related 
to all environmental variables is essential fo r the personality 
integration or reintergration of the disabled. Services are factors 
which give "Catalytic" assistance to the process of personality 
reintegration. Competent leadership and skilled coordination of 
these disciplines and services are also es sential for the attainment 
of personality integration ••• aFinally, personality integration or 
personality reintegration is the eynthesis of all the rehabilitation 
disciplines." 
24/ Sidney z. Brent, "Personality Integration - A Concept of Rehabili tatiol'l 
of the Disabled," American Journal of Physical Medicine , (February , 1958), 
Volume 37, Number 1: 7-17• 
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w. Scott Allan., in his recent book, sums up the basic feeling 
that "• ••• in a broad sense, all participants in the rehabilitation effort 
provide some measure of counsel. • •• 1' 
Some authorities seem to feel that a counseling-type approach is an 
essential for the members of the rehabilitation team in the interpersonal 
relationships with their patients in order to achieve total rehabilitation 
26/ 
of the patients. What then is this counseling-type approach? Leona Tyler 
expresses her thoughts in this manner: 
"First, counseling is more a matter of what one perceives or 
comprehends than it is of what one says or does. No book can give 
one this sensitivity, but it can ' help one practice it by telling him 
something about what to look for, how to listen, and how to make 
use of all available aids to understanding. Second, success in 
counseling depends more upon personal qualities in the counselor 
than upon correct use of specific techniques. Warmth, responsiveness, 
and sincerity are essential. No book can give one these things, 
but it can help him to know how to express and manifest them." 
27/ 
Similarly, Bordin-says that "The emotional tone of the counselor's 
relationship to the client probably reflects most fully his natural ways 
of interacting with others, his personality conflicts and integrations, 
his life style.," 
28/ 
Carl Rogers describes the basic aspects of a Therapeutic Relationship 
?:2fiv. Scott Allan, Rehabilitation': ~ Community Challenge, John Wiley and 
Sons, Inc •• New York, 1958, P• 67. 
26/Leona E. Tyler, ~~of the Counselor, _A_ppelton-Cen tury-Crofts , Inc., 
New York, 1953, p. viii. 
27/ Edward S., Bardin, Psychological Counseling, Appelton-Century-Crofts, Inc. 
New York, 1950, pp. 137 .. 179. 
~Carl · R., Rogers, Counseling and Psychotherapy , Houghton Mifflin Company, 
1942, p. 87,. 
to be: 
"First is a warmth and responsiveness on the part of the 
counselor which makes rapport possible •••• 
•••• its permissiveness in regard to expression of feeling. 
•• •• definite limits to action in 'the therapeutic interview~ 
helping to give it a structure which the client can use in gaining 
insight into himself. 
'"" •• its freedom from any type of pressure or coercion,." 
29/ 
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E. G. Williamson--describes his use of the word counseling in several 
. ways. First, as "a relationship which might be referred to a guided 
learning toward self understanding." Second, it may encompass various 
types of reeducation or relearning which is desired and needed by the indivi ·ual 
unable to deal with life adjustments and personal objectives. Third~ 
"he may desire and need aid in learning to recognize the cause and effect 
relationships that have produced conflict and unhappiness in his 
relationships .. .,... The fourth description is that of the manner in which 
it is used to "cover techniques and relationships which are therapeutic 
or curative in their effects... These techniques of counseling are 
30/ 
listed as establishing rapport, cultivating self-understanding, advising 
or planning a program of action, carrying out the plan, referring the 
student to another personnel worker fo r additional assistance. 
29/ E . G. Williamson, Counseling Adolescents, McGraw-Hill Book Company, Inc., 
New York, 1950, pp. 209~224. 
. ' 
~ .. G, Williamson, How to Counsel Students , McGraw-Hill Book Company, Inc., 
New York , 1939, p. 130. 
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All of these authorities seem to agree that acceptance, 
permissiveness and belief in the capacity of the individual for self-
31/ 
direction to be basic attitudes. These are expressed by Shostrom-
who uses the term "self-adjustive" to describe an approach which 
combines "attitudinal techniques which would ordinarily be described 
as permissive and client-centeredt' as well as "informational techniques, 
pertaining to both the individual and the environment, when the client 
expresses need for such aids for problem solving , when these data meet 
. 32/ 
the felt need of the client." Anotper author-states that the techniques 
used by Rogers often appear as a part of the eclectic approach to 
counseling~ " •••• the eclectic counselor employs the basic assumption 
of nondirective counseling that each individual has the capacity to 
solve most of his problems. At the same time, the eclectic counselor 
proceeds along clinical lines when he believes this approach to be 
most advantageous to the adjustment of the individual couns~ler." 
34/ 
Henry McDaniel--speaks of the importance o~ the relationship 
between cl i ent and counselor rather than the techniques employed. He 
feels this to be.an eclectic presentation, and lists these as principles 
of the counseling process: 1. Each client must be accepted as an 
individual and dealt with as such; 2. Counseling is basically a 
' . -31/Everett L. Shostrom, Lawrence M. Brammer~ The -Dynamics of the 
Counseling Process, McGraw-Hill . Book Company• Inc,, New York, 1952, p. 22. 
32/Shirley A. Hamrin , Blanche B. ·Paulson , Counseling -Adolescents, 
Science Research Associates , Inc., Chicago, 1950, pp. 82-86. 
33/Milton E. Hahn, Malcom s. MacLean, General Clinical Counseling, 
McGraw-Hill Book Company, Inc.,, New York, 1950, pp. 36-59• 
34/Henry B. McDaniel, Guidance ~the Modern School, The Dryden Press, · 
New York, 1956, pp. 120-122. 
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permissive relationship; 3. Counseling emphasizes thinking with the 
individ~al; 4. All of these principles are consistent with the ideals of 
democracy. 
Arbuckle and Snyder emphasize the three basic attitudes mentioned 
above; the latter goes on to mention certain techniques used in this 
approach: clarification of feeling, simple acceptance, restatement of 
content, use of non-directive leads, and some simple structuring. 
37/ 
E. G. Williamson--clarifies the aim of a counseling approach in 
this way: 
"~'le focus our attention on counseling and its, effects upon 
personality development since the individual will need to learn 
methods of self-directed development because of his unceasing 
facing of new problems of adjustment. The individual must, 
therefore, learn to face life's problems and to meet them 
energetically with the best resources at his command. He must 
learn how to meet unyielding frustration and yet retain his 
emotional stability." 
38/ 
Clifford Erickson seems to sum the general feeling in these words: 
"At all times we must be aware of the fact t hat we are dealing 
t 
with human lives. We must see that each counselee assumes ult1mately 
the responsibility for his own actions. We must direct our efforts 
at helping him to do a better job of helping ·himself. We must 
guard against exploiting the counselee to gr~tify our own selfish 
motives-... the desire to compensate for our frustrations , the desi re 
35/DUgald s. Arbuckle,. Teache~ Counseling, Addison-Wesley Press, Inc., 
Cambridge, Massayhusetts,- 1953, pp. 26~ 27. 
36/William u. Snyder, Casebook of Non-directive Counseling, Houghton 
Mifflin Company, Boston, 1947. 
37/ E. G. Williamson, Counseling ~ Disciplin~1 McGraw Hill Book Company, 
New York, 1949y p. 225 9 
~Clifford E. Erickson, The Counseling Interview~ Prentice-Hall, Inc., 
New York, 1950, P~ 49. 
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to experience through someone else our unrealized ambitions, and the 
desire for power--all of which might be expressed through the 
manipulation of another person's activities." 
CHAPTER III 
RESEARCH PROCEDURE AND TECHNIQUES 
Introduction.-- In order to determine the degree to which the 
counseling-type approach permeates the physical therapist's approach 
t o the relationship between the patient and himself, two things are 
needed: 
1 . a measure of the counseling quality of the physical therapist's 
approach 
2. a standard on which to judge the counseling-type approach. 
In regard t o the first of these, obviously, the source of our information 
wou ld be physical therapists. The problems of which therapists to 
contact and how to secure a measure from those contacted would seem to 
be best treated in the sections on Sample and Instrument respectively. 
In the second of these the basic issue to be decided was that of an 
operational definition of counseling approach. Rather than the writer 
attempting to delineate the qualities of counseling approach, which would 
seem too risky regarding validity, she chose to define operationally 
counseling approach as being that which experienced counselors use. 
Therefore , a group of counselors were asked to fill in the instrument in 
the same way for the same situations, as were the physical therapists. 
Further points r aised by this manner of definition will be discussed in 
the appropr iate places of the sections on Instrument and Sample. 
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Sample . -- For the purposes of this study some way of limiting the 
number of physical therapists to be involved was essential. The nature 
of t he situation in which this study was done limited the amount of time 
and financial resources to a sufficiently great extent that it was 
unrealistic, in fact virtually impossible, to attempt to include all 
members of the profession, or even all members of the American Physical 
Therapy Association. 
A sample .consisting of the therapists working in Boston area 
hospitals and clinics* having a teac~ing affiliation with Boston University, 
Sargent College was the final choice. These were selected because of: 
1. their availability 
2. ease of contact 
3. the aspect of being able to work through the supervisors of the 
departments to the therapists** 
4• the assumption of professional adequacy of these departments 
implicit in their selection as teaching situations 
s. the greater extent and accessability of the Sargent College 
listing of su ch affiliates than otherwise available. 
I t was felt that the home situation was sufficiently different from that 
of the hospital or clinic situation that the Visiting Nurse Association 
and the Crippled Children•s Service, whose therapists work in home 
*See Appendix A for a list of the organizations cooperating in this study. 
*~ This will be discussed in greater detail later in this chapter, in the 
sec t ion on Distribution and Return. 
situations, should be included in the study despite the fact that they 
are not teaching situations. 
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The group to be used for comparison purposes--the counselor group--
was chosen from the Boston University faculty. These nine individuals 
were selected on the basis of holding an earned doctoral degree and 
having counseling experience, This experience ranged in number of years 
from four to twenty, the average being approximately twelve years. 
Instrument .-- One of the first major problems involved in this 
study was that of the selection of an instrument to measure the degree 
of the counseling quality of the physical therapist's approach. There 
were several aspects involved in this consideration. It was necessary to 
construct the instrument, because the writer could find none already in 
existance. Also, the number of man hours needed to secure the information 
from the therapists had to be held to a minimum. For the purposes of 
this study it had to be of such nature that would insure the greatest 
return from the therapists--something not involving a considerable amount 
of time to answer, or " take," something that could be completed rather 
quickly. It was felt that the instrument which could best satisfy these 
requi rements would be of the questionaire form, 
The next issue then was, what kind of questionaire? Since an attempt 
was being made to measure attitudes, the style of the questionaire would 
follow that of an attitude questionaire, hence, the five point scale to be 
checked when answe.ring. The five point scale of responses, ranging from 
strong agreement to strong disagreement, was adopted because it allowed a 
shading of opinion for those who would have difficulty responding to a 
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simple agree, neutral, to disagree choice of responses. There is, therefore, 
a certain degree of refinement in a five-point scale and it is not too 
cumbersome to handle, either from the point of understanding the scale 
or tabulation of the results. 
Although the questionaire method was used, the author's goal was to 
get data that would ap proximate as nearly as possible those which might 
be gathered in observation of the therapist at work with patients. In 
other words, our interest was in trying to ascertain the "real" attitudes 
which govern actual behavior in the treatment situation. The author decided 
that this goal would be best pursued by the use of questionaire items 
resembling the actual treatment situation. 
Therefore, the questionaire was _made up of thirty-five situational 
items to each of which a response is requested from the physical therapists 
participating in the study.* The number thirty-five was chosen by the 
author because she felt this to be of sufficient length to give a fair 
picture of·the respondents' approach, and yet not so long that its very 
bulk would cause carelessness in answering or refusal to answer at all. 
Each item consists of a statement or question from a patient (in four 
instances from a therapist) to which a reply is made by a physical therapist. 
The individual reading the items signifies the extent to which he reacts by 
checking: 1. strongly agree, 2. agree, ~.feel neutral, 4. disagree, or 
s. strongly disagree.** The items were selected from the writer's 
* See Appendix B for a copy of the instrument 
** For the specific instructions, which attempted to put meaning into 
each of these five points 1 see the instruction page of the questionaire, 
Appendix B. 
experience and reading. All of the items; if not verbatim, are 
representative of situations that arose during student affiliation in 
several Boston area hospitals and clinics, or that have arisen during 
the clinical experience of the writer in a rehabilitation situation. 
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i\n attempt was made to use i terns for which the context material was not 
essential• 
Distribution and return.-- Another major problem of procedure 
was the distribution of the questionaires to the hospitals and clinics 
and their return to the writer in completed form. Five definite steps 
were tru(en in this process. First, a telephone contact was made to the 
supervisors of each department listed in Appendix A. At this time the 
study was briefly described and a request made for help from the 
supervisor and her department by answering the questionaire. An offer 
to discuss the study in more .detail in person was extended, and nine 
appointments resulted from this. 
The second step was the delivery of the questionaires to the 
supervisors for distribution to their departments. In four instances this 
was to the supervisor's home, and in two other instances the questionaires 
were mailed. The questionaires were delivered directly to the institution 
in all the other cases. It was at this time that personal contact with 
the nine supervisors was made. This was the third step. 
Each questionaire was placed in a large manilla envelope, stamped, 
and addressed to•the writer to facilitate their return. Approximately 
three weeks later a thank you note was sent to each supervisor. As 
post script the author wrote, "There is still time to return the 
28 
questionaires--for those who have not and would like to do so." 
justification of items.-- The writer feels that there are four 
basic principles of counseling whicht for our purposes, may be stated 
as follows:* 
Principle I: It is important for physical therapists to appreciate 
the interpersonal factor of the relationship for effective physical 
treatment. 
Principle .!!: It is important for the physical therapist to 
consider the psychological aspects of the patient and his disability. 
Principle Ill: Th~ physical th~rapist should be sensitive to the 
expressed feeling of the patient rather than to the verbalized 
expression alone. 
Principle IV: It is important for the physical therapists to 
accept, through reflection, negatively expressed feeling of the patient. 
Each of the items embodies one of these principles (and some embody 
two), either as an example of the application of the principle or as 
an example of the failure to apply it. The distribution of the 
questionaire items according to the principles which they embody and 
the manner in which they illustrate them is contained in Table I. 
* These are based upon a summary of the readings on counseling 
reviewed in Chapter II. 
Table I 4 Counseling Principles Embodied in the Questionaire with the 
Distribution of Items Displaying Them and Their Form 
1 
10 
28 
33 
Principle 
I 
negative* 
positive** 
pos i tive 
positive 
Principle 
II 
7 negative 
20 negative 
33 positive 
Principle 
III 
11 positive 
12 ne gative 
13 negative 
14 negative 
15 negative 
16 positive 
19 negative 
21 negative 
22 negative 
25 positive 
27 ne ~ ative 
28 posi t ive 
29 positive 
32 positive 
34 negative 
35 posit ive 
Principle 
IV 
2 negative 
33 positive 
4 negative 
55 negative 
6 negative 
8 negative 
9 negative 
11 positive 
12 negative 
13 negative 
14 negative 
15 negative 
18 positive 
20 negative 
24 negative 
26 positive 
30 negative 
31 negative 
Items 17 and 21 ar e omitted fro111 these lists . T .ese were an attempt 
to exhi bit s er.s itivity to feeling, but involved too great a step i n 
interpr etation . 
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* Presented negatively in the item on the questionaire, iee., therapist 
response does not take into account the principle involved. 
** Presented positively in the i t em on the questionaire~ i.e., therapist 
response does take into account the pri nciple involved. 
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Results.-- Of the one hundred and forty questionaires distributed, 
one hundred and ten were returned. Nine of this number were from the 
Boston University faculty chosen for the counselor group. Twelve of the 
remaining hundred and one had to be set aside, five because of foreign 
training (they stated on the data sheet that they were visiting therapists 
here temporarily) and seven for lack of information on the data sheet. This 
left eighty-nine therapists as the sample group. 11lis number \'las 
divided into four subgroups, which turned out to be of approximately 
the same size, allowing easier handling. These groupings seemed to have 
natural dividing lines on the basis of experience, 1) under two years, 
2) two to nine years, 3) ten years and over, 4) and a supervisor group. 
It will be noted that the supervisors were combined as part of the 
groups 2) and 3) as well as being in a grouping alone. This was 
done because the writer felt that first and foremost they are therapists 
and should be considered along with therapists with comparable experience. 
Also, however, it was felt that they had been selected from their 
professional ranks especially for supervisory positions. Any difference 
in behavior would be worthy of note. 
Next, the responses for each item were tabulated for all the usable 
questionaires for each of the five groups of respondents. The results 
of these tabulations are contained in Table II. In order to be 
able to compare the responses to each item given by the various 
groups a measure of central tendency for each group for each item 
was deemed advisable. To facilitate the computation of the means, 
numerical values were afixed to e·ach response in this way: 1. strongly 
agree (+2), 2. agree (+1), 3. feel neutral (O), 4. disagree (-1). 
Table II. The Tabulations for Each Item for the Counselor Group, 
Supervisor Group, Ten Years + Group , Two to Nine Years 
Group and the Under Two Years of Experience Group 
-
Numbe r of Item 
' 
Counselor 
--
Group Supe rvisor Group 
Response Number 1 2 3 4 5 1 2 3 4 5 
1 
1 
1 8 2 4 11 11 
i 2 1 2 6 1 2 6 20 
I 3 1 2 1 5 4 5 9 6 4 4 1 3 5 10 15 3 1 
l 5 1 1 2 5 1 8 3 11 6 
l 6 1 I 1 1 5 1 7 12 6 3 1 
' 7 2 3 4 1 3 4 6 15 
8 1 2 6 1 3 13 12 
9 1 8 1 3 1 1 25 
10 2 4 1 2 11 8 4 5 1 
11 1 5 2 1 2 5 3 13 6 
12 1 1 1 4 2 11 12 3 3 
13 2 7 2 7 10 3 6 
14 1 2 3 3 13 9 4 3 
15 2 7 1 7 7 7 7 
16 4 2 2 1 20 7 1 1 
17 2 5 2 3 2 11 13 
18 5 2 2 14 9 3 2 1 
19 3 6 2 6 7 14 
20 1 5 3 1 2 1 10 14 
21 9 1 4 3 8 1 2 
22 1 8 1 3 3 21 
23 1 4 4 2 2 3 9 12 
24 3 6 6 6 12 3 
25 4 3 1 1 4 2 1 9 10 
26 6 2 1 12 13 1 
27 9 1 6 19 
28 4 5 4 5 3 9 5 
29 3 2 2 2 3 5 7 12 
30 1 2 6 4 9 4 9 1 
31 1 3 5 1 12 5 5 6 
32 4 1 3 1 1 3 24 
33 4 2 2 1 21 7 1 
34 2 7 2 9 5 8 5 
35 4 3 1 1 4 1 9 6 9 
L 
31 
I 
I 
I 
I 
I 
I 
I 
32 
Table II. ( conti nued) 
I ~ 
Number of Item I 10 Years + 2 to 9 Ye ars l I . I I I Response Nu b_~r~~~.: 1 2 3 4 5 1 2 3 4 5 
-.... ..... ,...,. 
- -------· -- -· . I 1 2 4 4 10 1 1 7 3 10 6 I 
·1 1 3 7 1 1 1 1 2 13 
J 5 5 10 8 3 1 3 8 6 9 
4 12 15 3 2 8 14 3 2 
5 2 9 1 10 10 5 9 5 8 
6 7 11 5 . 5 .... 9 12 3 2 
"7 1 5 4 6 16 ~ 7 12 6 
8 2 4 13 12 l 2 6 4 14 
9 1 1 1 28 3 24 
11 9 6 6 7 10 4 5 1 
11 3 2 4 16 7 9 4 10 4 
1-" --~ 14 14 2 2 12 10 3 2 
13 3 5 11 6 6 l 7 8 9 2 
14 14 12 3 1 10 8 4 4 1 
15 2 8 6 6 10 1 4 7 10 s 
16 20 10 1 l 16 7 2 1 1 
17 3 4 10 15 3 2 10 12 
18 14 10 5 3 5 10 3 6 3 
19 1 7 8 16 4 6 11 6 
~0 1 3 2 1l. 13 1 3 12 11 
21 3 3 4 7 14 1 3 2 9 12 
..... ...., 1 1 4 4 22 2 1 6 18 .!..< '£. 
23 2 2 3 11 13 4 4 9 10 
24 1 8 8 10 4 6 7 9 4 
25 3 3 2 11 11 3 3 9 10 
:~6 15 14 2 7 12 6 
~" .-' 1 1 6 2~ 1 7 17 I 
~. s:: 
, , .. J 4 7 4 8 1 3 4 8 10 
29 1 2 s 10 3 1 4 9 11 
3() 4 10 5 8 4 1 12 2 7 3 
3 2 10 7 6 7 10 5 9 3 
32 1 5 .5 3 5 19 
33 22 8 1 1 18 7 1 1 
34 3 9 5 9 6 1 10 7 3 5 
I 
35 3 3 9 7 lO 4 8 5 10 
l - ·--~--.....=.-- .. ·- ---~ 
Tab l e I I. (continued) 
I 
Number of Item 
·. Response Number 
I 
.. 
j 
I 
I j 
I 
I 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
! 
.. 
Under 2 Years 
1 2 3 4 
3 3 17 
2 3 8 
2 1 11 5 
4 1-? 5 6 
2 5 6 9 
2 4 11 10 
5 2 11 
3 7 8 
4 
8 14 6 2 
1 8 9 6 
14 11 3 1 
2 4 9 12 
10 6 10 2 
2 2 11 
8 12 7 3 
1 
3 12 
3 
1- 3 
1 
8 10 
3 1 
2 
1 6 
5 
20 7 
2 6 
1 1 
3 
6 
1 
4 
2 
1 
7 
8 
5 
6 
1 
2 
2 
9 
8 
2 
6 
3 
9 
7 
11 
12 
15 
4 
9 
11 
13 
5 
2 
8 
7 
12 
8 
5 
1 
7 
12 
33 
5 
l 
6 I 17 l 11 I 
I 
8 I I 
2 I 
I 12 
1:2 I 
' 
26 ' I 
i 
' 
6 i I 1 3 l I 
2 I 
15 
17 
2 
17 I 13 
10 I 25 
14 I· 1 
11 I 
I 
27 
16 
19 
2 
8 
22 
1 
8 
12 
34 
5 . strongly di sagree ( ... 2)., The results of this operation are summarized 
i n Tables III and IV. 
Table III . Mean Scores of the Counselor Group, Supervisor Group, Ten 
Years + Group, Two t o Nine Years Group, and the Under Two 
Years of Experience Group 
· ·umber of 2 Y:ars, 1 I Item Counselors Supervisors 10 Years + 2 t o 9 Years Under I 
1 
... 1 ~89 
... 1~07 
-
~77 
-
~48 . 
-
~90 I 
2 
.. 1.,56 -1~43 -1~38 -1~37 -1~33 ! I 3 
-
~ 11 0 ~00 + ~03 
-
~70 
-
~ 73 I 4 -1~44 +1~21 +1~28 +1.04 + ~.57 
5 -1~22 
-
~43 ~53 ~59 ~53 
6 
-
.44 + ~ 71 + ~38 + :1s 
-
~21 
7 -1 ~22 
... 1~11 
-
.,97 
-
~74 -1~00 
8 
-1.56 -1 ~ 11 
-
~94 - 1 ~ 04 
-
~97 
9 
-1.89 -1~74 -1~77 -1 ~ 89 -1.93 
10 + .67 + .75 + ., 78 + ~63 + .,93 
11 + .33 
-
~61 
-
~69 
-
~33 
-
.27 
12 
.56 +1~07 +1~25 +1.19 +1~20 
13 
.,78 
- · ~07 
-
.23 
-
.15 
-
~33 
.. 14 
.56 +1.18 +1~09 + ~81 + .,67 
15 + ., 78 
-
. 39 
-
~44 
-
~52 -1~30 
16 +1 •. 00 +1.50 +1~47 +1.,33 + ., 83 
17 
-
.78 
-1.18 ... 1,.28 -1.15 "':"1~37 
18 +1 ., 33 +1.11 + 1~09 + . 30 + ~23 
19 
-1.,67 
-1.11 ":."1,.22 
-
.70 -1~55 
20 
-1. 22 
-1.,22 -1~.03 -1~22 -1~31 
21 
-2.,00 
-
. 89 
-
. 84 -:'1 ~04 -1~07 
22 
- 1.78 -1~52 ... 1~.45 -1.48 -1~80 
23 
-1 . 22 .... .,93 -1 .. 00 
-
~93 -1~23 
24 
-1 . 67 
-
.. 42 
-
~26 
-
~42 
-
~67 
25 + ~87 
-
~84 
-
.so -1~04 -1 ~13 
26 +1 ~22 +1~36 +1~35 +1~04 + ~62 
27 
- z.oo -1~68 -1 . 63 -1~54 "':'1~87 
28 +1.44 
-
~28 
-
~23 -1~00 -1~10 
29 + . 67 -1 ~ 12 -1~03 -1~20 -1~43 
30 
-1.44 . + ~27 + ~06 + ~04 
-
~27 
31 
-1 . 44 
-
~07 
-
:19 
-
~ 19 
-
~65 
32 0~00 -1~89 -1~77 "':' 1~59 -1~69 
33 +1~00 +1~68 +1 ~ 59 +1 ~ 52 +1~52 
34 
- 1.78 ~11 ~19 - ~04 ~45 35 +1.11 
-
.,61 
-
.56 - .78 - .14 
Table IV • Modal Scores of the Counselor Group, Supervisor Group, Ten 
Years + Group, Two to Nine Years Group , and the Under Two 
Years of Experience Group 
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Number of 
Item Counselors Supervisors 10 Years + 2 to 9 Years Under 2 YeJ 
1 5 4 5 4 4 
2 5 5 5 5 . 5 
3 4 3 3 5 3,5 
4 5 2 2 2 2 
5 5 4 4, 5 3 4 
6 4 2 2 3 3 
7 5 5 5 4 5 
8 5 4, 5 4 5 5 
9 5 5 5 5 5 
10 2 1 1 2 2 
11 2 4 4 4 3 
12 4 1, 2 1 , 2 1 1 
13 5 3 3 4 ' 4 
14 4, 5 1 1 1 1,3 
15 5 2,3, 4 5 4 5 
16 1 1 1 1 2 
17 4 5 5 5 5 
18 1 1 1 2 2 
19 5 5 5 4 5 
20 4 5 5 4 5 
21 5 5 5 4 4 
22 5 5 5 5 5 
23 4 t 5 5 5 4 5 
24 5 4 4 4 4 
25 1 5 4, 5 5 4 
26 1 2 1 2 2 
27 5 5 5 5 5 
28 1 4 4 4 5 
29 1 5 5 " 5 ..,. 
30 5 2 2 2 ' 4 
31 5 2 2 2 3,4,5 
32 r o 5 5 5 5 
"" 33 1 1 1 1 1 
34 5 2 2,4 2 ' 5 
35 1 3, 5 5 5 4,5 
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This was done firstt but no really clear picture seemed to emerge 
from it . So it was decided to treat the two positive responses as 
equivalent, and the V#O negative responses as equivalent, thus producing 
a three point scale of positive ( agree), neutral, and negative (disagree). 
It was felt that though there was some difference between "strongly agree" 
and'agree," they are both basically positive, just as "disagree" and 
"strongly disagree" are basically negative in nature. Using this three 
point scale a percentage of the responses for each item felling to 
each of the three points was computed. The results of this are 
summarized in Table v. 
Table v. The Percentage of Responses on Each Question Checked Positively , 
Neutrally, and Negatively by the Counselor Group, the Physical 
Therapy Supervisor Group, the Physi cal Therapy 10 Years + Group, 
the }>hysical Therapy 2 to 9 Years Group and the Physical Therapy 
I -
Under 2 Years Group 
==· 
Counselor 
Group 
P. T. Supervisor 
Group 
P. T. 10 Year s + 
Group 
L------------------------~ 
Number of 
Item 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
+ 
0 
0 
33 
0 
11 
22 
0 
0 
0 
67 
67 
22 
0 
33 
0 . 
0 100 
11 89 
11 56 
11 89 
11 78 
11 67 
22 78 
11 89 
0 100 
11 22 
0 33 
11 67 
0 100 
0 67 
+ 0 + 0 
7 15 78 19 13 68 
11 0 89 13 0 87 
33 34 33 31 31 38 
89 7 4 85 9 6 
32 11 57 34 3 63 
65 21 14 56 16 28 
14 11 75 19 13 68 
14 0 86 19 0 81 
4 4 92 3 3 94 
65 14 21 62 19 19 
21 11 68 16 13 71 
78 11 11 88 6 6 
33 37 30 26 35 39 
79 14 7 82 9 9 
(cont.inued on next page) 
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Table V • ( conti nu.ed) 
Counselor P. T. Supervisor P. T. 10 Years + 
Group Group Group 
Number of ! ! I Item + 0 
-
+ 0 
-
+ 0 
- I 
I 
- --.., 
15 0 0 100 29 25 46 31 19 50 
16 67 . 22 11 93 0 7 94 0 6 
17 . 22 0 78 11 7 82 9 13 78 
18 78 22 0 78 11 11 75 16 9 ! 19 0 0 100 7 21 . 72 3 22 75 20 0 11 89 11 4 85 13 70 80 . 
21 0 0 100 19 11 70 19 13 68 i 
22 0 11 89 4 11 85 6 13 81 
23 11 0 89 15 11 74 13 10 77 I 
24 0 0 100 23 23 54 29 26 45 
25 75 0 22 20 4 76 20 7 73 
26 67 22 11 96 0 4 94 0 .6 
27 0 0 100 0 4 96 3 3 94 
28 100 0 0 32 12 56 37 13 50 
29 56 22 22 8 19 73 10 16 74 
30 11 0 89 50 15 35 45 16 39 
31 0 11 89 46 18 36 38 22 40 
32 44 12 44 0 0 100 0 3 97 
33 67 22 11 96 4 0 94 3 3 
34 0 0 100 43 18 39 38 16 46 
35 78 11 11 14 32 54 19 28 53 
-
(concluded on next page) 
Table v. (concluded) 
Number of Item 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
P. T. 2 to 9 
Years Group 
0 
30 11 59 
4 4 92 
14 30 56 
82 11 7 
19 33 48 
37 44 19 
7 26 67 
11 22 67 
0 0 100 
61 15 22 
33 15 52 
82 11 7 
30 30 40 
67 15 18 
18 26 56 
86 7 7 
11 7 82 
56 11 33 
15 22 63 
4 11 85 
15 7 78 
7 4 89 
15 15 70 
23 27 50 
12 12 76 
76 24 0 
0 4 96 
12 16 72 
4 16 80 
52 8 40 
37 19 44 
0 11 89 
92 · 4 4 
42 27 31 
15 29 56 
:P. T. Under 2 
Years Group 
0 
10 10 80 
7 10 83 
10 37 53 
63 17 20 
23 20 57 
21 38 41 
17 7 76 
10 23 67 
0 0 100 
77 20 3 
30 30 40 
83 10 7 
20 30 50 
54 33 13 
7 7 86 
67 23 10 
3 10 87 
50 20 30 
. 10 3 97 
0 14 86 
10 7 83 
0 3 97 
0 23 77 
13 27 60 
3 17 80 
62 21 17 
0 3 97 
13 7 80 
7 7 86 
23 30 47 
17 28 55 
0 7 93 
94 3 3 
28 21 51 
7 10 83 
38 
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t 
I 
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1be next step in organizing the results was to get a simple measure of 
the difference between the various Physical Therapy groups and the 
counselor groups in terms of these percentage distributions. The procedure 
followed had two major steps. The first was the designation of "the 
counselor response .. for each item. This was defined as the response 
getting at least 75 per cent agreement by the counselors. This figure 
was selected as the criterion because it indicated a substantial level 
of agreement, especially considering the differences of opinion among 
counselors regarding specific manners of responding. On the basis of 
this criterion, twenty-four items were selected as significant and were 
divided into three subgroups--100% agreement, 89% agreement and 75% agreement 
among the counselors. These were divided in this manner because it was felt 
that there would be some probability of greater significance attaching to 
the differences found where the agreement of the counselors was greater. 
The second was finding the difference between the percentage of 
counselors and the percentage of each of the physical therapist groups 
checking "the counselor response." The means of the differences were 
computed for each physical therapy group for each of the three groups of 
i terns. These are summarized in Tables VI through VIII . 
Table VI. 1he Degree of Difference Between Each of the Four Physical 
Therapy Groups and the Counselor Group on the Ten Items on 
Which the Counselors Had 100% Agreement--Measured in Terms 
40 
of the Difference in Per Cent of Responses in the "Counseling 
Response" Category 
Number of 
Item Supervisors 10 Years + 2 to 9 Years Under 2 Years 
1 22 32 41 20 
9 8 6 0 0 
13 70 61 40 50 
15 54 50 44 14 
19 28 25 37 3 
21 30 32 22 17 
24 46 55 50 40 
27 4 6 :4 3 
28 68 63 88 . 87 
34 61 54 69 49 
- - -
Mean 39.7 38;,4 39.4 28.3 
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Table VII . The Degree of Difference Between Each of the Four Physical 
Therapy Groups and the Counselor Group on the Eight Items 
Number of 
Item 
2 
4 
8 
20 
22 
23 
30 
31 
.Mean 
on Which the Counselors Had 89% Agreement--Measured in Terms 
of the Difference in Per Cent of Responses in the "Counseling 
Response" Category 
Supervisors 10 Years * 2 to 9 Years Under 2 Years 
0 2 0* 6 
85 83 82 69 
3 8 22 22 
4 9 4 3 
4 8 0 0* 
15 12 19 12 
54 50 49 42 
53 49 45 34 
27-.3 27,.6 27.6 23.5 
Table Yl:U. The Degree of Difference Between Each of the Four Physical 
Therapy Groups and the Counselor Group on the Six Items on 
Which the Counselors Had 78% Agreement--Measured in Terms 
Number of 
Item 
5 
7 
17 
18 
25 
35 
Mean 
of the Difference in Per Cen t of Responses in the "Counse ling 
Response" Category 
Supervisors 10 Years + 2 to 9 Years Under 2 Years 
21 15 30 21 
3 10 11 2 
4 0 4 9 
0 3 22 28 
5 8 58 66 75 
64 59 63 71 
25.0 24.2 32.,7 34.3 
* Two items where the physical therapy response ·was more "counseling" than 
that made by the counselors. by less than 10%, was treated as equivalent 
to "counselor response." 
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There are certain features that appear in these tables that deserve 
special notice. First. there is a relatively large number of items in 
which the counselors are in substantial agreement, considering the fact 
that no attempt was made to stabilize the questionaire on this basis in 
advance. As a matter of fact, on only three of the items was there less 
than 67% agreement on the part of the counselors. Second, the fact that 
ten of the twenty-four items on which the difference was computed, showed 
a difference between the counselor group and at least one of the physical 
therapy groups of at least 50%, Of these ten, the ~allowing represent 
Principle III. (See Above, p. 28): 25, 28 1 34, 35~ Principle IV. 
(See Above, p. 28) is represented by items: 41 24• 30 1 31. Item numbers 
13 and 15 represent both these principles. Third, the fact that nine of 
the twenty-four items on which the difference was computed, showed a 
difference between the counselor group and all physical therapy groups of 
. - . . 
less than 25%. Of these nine, the following represent Principle II. 
(See Above, p. 28): 7 and 20. Principle III. is represented by items 
22 and 27 while Principle IV is found in items 2~ 8, 9w and 20 . Items 
17 and 23 come under the category of too great a step in interpretation. 
Fourth ,. on two i terns,. 29 and 32, in which the counselors did not 
come to agreement, there was a great deal of agreement on the part of 
the therapists. Fifth, in looking at the means in Tables V and VI it will 
be seen that the means is lowest for the therapists having under two years 
of experience in Table V, yet highest in Table VI. Sixth, of the eight items 
in which 67% of the counselors had agreement,. four of them had at least 
one group of physical therapists who differed by at least 50% from the 
counseling response. 
CHAPTER IV 
SUMMARY, CONCLUSIOOS , AND IMPLICATIONS A.T\ID 
SUGGESTIONS FOR FURTHER RESEARCH 
Summary.-- A questionaire to ~iscover whether physical therapists 
utilize a counseling approach in their treatment of patients was 
developed by the writer. It contained thirty-five situational items 
embodying counseling principles to which the respondents could indicate 
whether they 1) strongly agreed, 2) agreed, 3) felt neutral, 4) disagreed, 
5) strongly disagreed. One hundred and forty questionaires were 
distributed through the supervisors of physical therapy departments in 
the Boston area. There were eighty~nine usable returns. In addition, 
nine professional counselors from Boston University responded to the 
questionaire., 
The total physical therapist group was divided into five subgroups 
according to years of experience and position. The responses for each 
of these groups vere compared to the counselor group in terms of the 
mean and mode for each i tern, but no clear picture seemed to appear. 
Comparison was then m~le in terms of the percentage of positive, neutral, 
and negative responses to each item. Mean differences between the groups 
were computed over all the items falling in each of the following 
criteria of counselor agreement: 100%, 89%, 78%, and differences of 
from 25% to 38% were found. 
-43-
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Conclusions.-... Where the counselors are in agreement of at least 
75% the mean differences between the counselors and any of the therapist 
groups is approximately 25% or greater. This couples with the fact 
that on half of the 67% items, the difference was at least 50%. Also, 
on two items in which there was nearly unanimous agreement among 
the therapists, the counselors either split or tended to disagree. 
If our basic assumption that the counselors' responses represent the 
norm of "the counseling approach .. is true, then the differences 
found would seem to indicate that there is some gap between the way 
the physical therapists perceive themselves responding to these kind 
of situations and the counseling approach• The picture is not 100% 
consistent but the trend seems clear and substantiable on the basis 
of this study. 
Considering the relative standing of the four physical therapy 
groups we find a somewhat clouded picture. There is no consistent 
tendency of one group over the other which runs through the three 
groups of responses chosen on the basis of level of counselor agreement. 
If we were to consider only the 100% agreement groupt the therapists of 
less than two years experience would vary from the counseling norm by 
approximately 10% less. If we were to consider the 89% group, no one 
group would differ significantly from the others, but what little 
difference there is exists in the favor of the therapists with less than 
two years experience. On the other hand, in the 78% group, the physical 
therapists with ten years experience or more and the supervisors vary 
from the counse ling norm by 8 to 10 per cent less. However, since 
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more i terns are represented by the 100% group and since what differences 
there are are more dramatic in the light of the total agreement of the 
counselors it may be that the difference found here is most representative 
of the "actual u difference. If this is the case it would seem that 
the therapists having less than two years experience are the ones who 
tend most toward the counseling approach,. At any rat e th.is ·study.. · pro-
vides no evidence that additional years of experience make a physical 
therapist more sensitive to the " :ounseling approach." 
In the light of the facts that in the items with the greatest 
differences 1 only principles III and IV appeared and that in the items 
with the least difference principle II appeared twice. it may be that 
the therapists encounter greater difficulties in working with the 
principles of sensitivity and acceptance. This conclusion is tempered 
by the f act the principles III and IV are heavily represented while 
principles I and II are so lightly represented. 
Implications and suggestions for further research.-... If the 
writers assumption that it is advisable for physical therapists to have 
a counseling approach is valid then the gap pointed out in the first 
conclusion above would seem to indicate that some more explicit 
orientation to the counseling approach is needed by the physical therapists. 
The most logical place to provide this would be in the course of the 
professional education of the physical therapists. Thus, one line of 
fruitful research might be in the direction of the investigation of 
possible ways of incorporating such an orientation into the curricula. 
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In addition, two lines of speculation are suggested by some of the 
results. By pursuing these it might be possible to produce testable 
hypotheses, thereby opening the door to further research. It would be 
bc~yond the scope of this paper to do more than suggest these lines and 
to set forth a few possible ideas for speculation. The first of these 
lines is raised by the apparent deficiency in the full utilization of a 
counseling approach on the part of physical therapists • Perhaps one 
explanation for this would be that there has been a lack of training 
taking this view point into consideration in schools of physical therapy. 
TI1e other issue to be pointed out here is i n regard to the difference 
~nong the physical therapy groups. Perhaps this difference is due, in 
part, to greater emphasis in recent years being placed on the treating 
of the patient as an individual rather than a disease entity on the 
part of physical therapy schools. Another possibility_, however, is 
that the therapist group with under two years' experience had had more 
recent exposure to the academic world and therefore are more sensitive 
to what the writer deems the more correct answer. In school the student 
often attempts to answer examination problems using the instructor's 
bi as, and this orientation to a "testing situation" may have carried 
over to their responding to the questionaire. The writer attempted to 
present the questionaire in a way that would guard against this sort 
of response; nevertheless, the possibility cannot be ruled out on the 
basis of the procedure used or the form of the questionaire. 
APPENDICES 
Appendix A 
A List of Organizations in the Boston Area, through W·hose Physical 
'Therapy Departments Questionaires Were Distributed, and the Number 
Distrubeu at E3.ch. 
Number 
2 
4 
2 
* 4 
2 
* 22 
4 
5 
11 
* 15 
* 5 
* 2 
* 2 
Number 
4 
* 9 
6 
* 7 
Hospitals 
Beth Israel 
Boston Dispensary 
Boston State 
Peter Bent Brigham 
Carney 
Children 's Medical Center 
Jewish Memorial 
Kennedy 
Lemuel Shattuck 
Massachusetts General · 
Massachusetts Memorial 
Saint Elizabeth's 
United States Public Health 
Service 
Veterans Administration 
Bedford 
Boston 
Scollay Square 
West Roxbury 
Number 
3 
2 
2 
*4 
Number 
10 
10 
Clinics 
Bay State Rehabilitation 
Center 
American Mutual 
Lahey Clinic 
Liberty Mutual 
Other 
Visiting Nurse Associ-
ation of Boston 
Public Health 'Physical 
1berapists of the 
Crippled Children's 
Service 
* Direct, personal contact with the supervisors of these departments. 
.. -- -· 
Personal Date.: 
_.~ex: Na.le Female 
Years of ex,_)erience 
Instructio. s: 
Append_ix B 
Professional status: 
s : .. pervisor . 
st,c..ff 
;_-:.r i vat e 
other 
Each of the items below re1:::rese,.t a bypot~ !.etical situ<Jtion in which a 'Jhysical 
t bera 1)ist res •)onds to a statement or question . :itead the item, then ciecide v.r~ 1ether 
you 1. stror1gly Dgr ee, 2. agree, 3. ' :eutral, 4. flisagree, or 5. strongly disagree, 
then check t he ap .·ropriate s_ a ce follm'li11g t he qu~~ stiou. In other '!t!Ords, if t he 
therv_:ist' s resl.JOD.se is much as you 1/Jo:.:Li. rea ·)O;Kl, check s pace 1.. If you vlould 
. -
alter t .1e statement so•r..evl1at b,_,t use the same idea, check space _g.. If ~rou feel 
t he response i s very wrong and you ~·Jould. :.wt say cmything of t nj_.; sort, c l:eck space 
2.•. If you t hLk this is not t i;e cor-rect thi g to s ;;;y i ~ ut J.o not feel that it is 
ab solutely wrong, If you think the respon se is n aither too good nor 
too bad, c:,ecl( space .1•. 
If any of the :;;i,tuations E>eem to you to oe of such a natu.ce tl.1at the;/ might 
probably never occur, ,:Jlease lvrite No in t :.-.e r:1argin imrJ.ed.iately to the left of t he 
number of t he item. 
', -~-
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Key: l. stro~;gly agree, 2. agree , 3. neutral, 4. d:::_sa6re8 , 5o st~or:gly clisagree 
patient: I just d on 1 t li!w the th2ra ~ · ;ist V1at is vmrki :-::g tvi t h rr..e . I don 1 t like h0 r 
.&t all. 
supervisor: (head of the de :·artment ) Uow, I' m sure you c an do the exercise s without 
t hat botb:::ring you too rr.uch . 
1. 2 . 5. 
1Jatient : It surely i s lonely here on t~1e wecke~.ds . I get so bored . 
therapist: 
patient: 
thera) i st : 
;ell, i·:hy doesn 't y01.<r family cor.J.e to visit you? 
1._ 2._ 3._ 4._ 5._ 
I had a t erribl e attack c; coupl e yo.,;,,:· s ago. 1 •.l-ue ss it ; ras aft er I ' .>rake 
off Hith johrmy. .Gven t rwu &-;1 : we woren 't goi;:g together an;ymo1·e J :1e car,J.c 
to see me lots. But I wa::o :r-tisera:Jle • 
..::>ometimes even our fri enda can 1t Jr.ake us feel beL,Br. 
1. 2. 5 .. 
patient: (a heminlagL.:) I used to ::e able to do such lJretty hand >1ork '.Jith this 
hand. l ow I can 't do anyti:ins ~ It ( referriPg to haml ) isn't v.rorth hav-
ing now. 
t herapist: Oh, nr s . J oLes , i t i sr1 1 t as 0ad E:!S all t i1at. You can still do a great 
many t ~1ir:g s . 
2. 5 .. 
-
• t:Jatient: (.follm·.ri.r:g a urina r :J a~cident during treatment) I'm t erribl y sorr;y. It 
just rap, :·3DE:i 50 f s.st • 
t her.;pist: ·dell, next time try to give me a l i ttle war:ll r;g . l·iayce >ve can y.;revent 
some trou ol e . 
l. 2. 3. 4. ) o 
patient: This sur8 is a miserabl e di sease . I c .:· n 1 t understan,J. how it happened to me . 
t herapist : . e never r t:ally expe ct to be come sick. 
l • 2. 4. 5. 
• t herapist: Have you read t ile histor;;r on t :or yet 
• 
t ~ J.era_)ist.:. (a frier:d) I haven't hsu time to read t he vhole thing -- just tlte medical 
history. That 1 s t h:J most im ortant c.rryway . 
Jatient: 
t herap:i:st: 
1. 
You're hurting me • 
It doesn t ~ hurt 
Oh ~ --- Oh ~ C&n' t we stop noc•(' Please '? 
as ~TiU·:;}_1 as all t:.L:;t . 
!. 
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Key: l. strongly agree, 2. ag:o:-ee, 3. ne utral , 4. d isagree, 5. strongl y dis agree 
patient: Ge ~ I feel ::o cloun i n t i1s ,_\.unns today. Yr3 sterday I vms .~.k •• 1 •Jonder 
why I should be so blue today'? 
t 11era:._]ist: I really 1;JOUL1r:. 1 t knmJ . I 1m a phy8ical t hera , ·ist, ~J ot a pcy~hiatrist. 
) • t hera) ist: 
therapist: 
l. 2. 3. 
I ~ 1ave an auful he.r d t i me :.vi t h h r s . J ones. ,:;; ~e 1 s t l!e kind of person that 
iras me aDY'IcJY , an'-l nm·r she u.oes l es s and les s. 
I ;_,omehm-1, it 1 s a good deal har J er to '.·mr k \·l i th a :Jatient ·when you don t 
like ther.1. 
1. 2. 3 • 4. 5. 
.• patient: It 1 s al most time for rra to l e <::c'e U 1e '1ospital and I 1 ve no place to go. 
I don 1 t really .,,,ant to . ~·;o ard l i ve t·d.th 1:1y brother. 
t herapist: You don 1 t get along very well wit :1 your brother? 
l. ? .... 5. 
~. patient: I vmnt do-vn: to 0. T. this morning and ~Jecause I 1r.ras t r~n minute s late s he 
saiJ she coul::l..r: 1 t work vd th me t hen -- s~1e · !as t oo Lusy vii t h someone else. 
She can keep her old 0. T. I don 1 t care~ Can I come dmvn here to vmrk 
tomorrow instead of goir1g down .t here i n t :1e morning? 
therapist: I think you had better go to 0 . T. They 1vill be expecting you. Just try 
to get tiler on time, t i1at 1 t all. 
1. patient: 
1 
.... 2. 3 • 4. 5. 
That woman in t. h tJ bed across tl1e ward from ;ne tells lies about rr.e to t he 
nurses. ...:ihe doesn't like me ancl t he others don't like me either. 
therapist: Oh, l' m sure t hey u.o. I t must ·oe your imagi:,etion. 
• patient: 
l. 2. 3. 5. 
:;: got a pack&gG from '. L Offil~ today. It 'Has very ~-· ice of t :1em to s enu it 
you 111 have to see i.t befor e everyth:LYJ.g is gone. lt ,_,ras 1r1rapped real 
nice. I 1 d !'ather have seen t hem t l:an gotten t-1-}-e package tl10ugh. 
therapist: Yes, I 1 d love to see t:1 2 pack:..15~. I 1 ll come to your room after lunch. 
, 
"'- . 2~ 3. 5. 
. <. lJatient.: (with ha!ld covered -cml.cealing thre6 ainputaL.ed fingers) b7eryone looks at me 
real f un;y. They see ;ny ~and and then look away . T~1ey mc:ke fun o i.' me;. 
t herapist: It 1 s not good to have your harld all uovered . up. iJhG.t do you care v-1hat 
people think anyway? Just ignore 1 em. ' · 
1. 2. 3. 4. 5. 
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Key: 1. strongly agree, 2. agree, 3. neutral, 4. disagree, 5. strongly disagree 
. patient: I'm r,laking one of those link belts dovm in O.T. They e1re real nice and 
not too hard to do. I'm making it for my sister. 
therapist: It's nice to lJ e able to do something for someone else. 
1 • 2. 3. 4. 5. 
• patient: (having gone at great length regc.rciing her sister's illness just recentl.y 
finishes by saying) and she has three fairly young children besides. 
the-rapist: Perhaps you feel guilty t hat you crumot ,j e there to help your sister? 
1. 2. 4. 5. 
patient: (following a passage of gas, acci~iental) Oh, pardon me. I wish that didn't 
happen. 
therapist: You 1 rs a little embarrassed. ... That 1 s all right. 
patient: 
1. 2. 4. 5. 
(arthritic) Did I telli you aoout tl1e time ten years ago 
flare-up ? It was the vrorst ever, except for this one. 
1..U th a temper at v.re for weeks. etc. 
therapist: You're really not so bc: d off. 
1. - 2. - 3. - 4. - 5. 
I understand. 
when I had an aviful 
I was sic~ in bed 
therapist: That woman drives me nu~.:.s ~ I can't stand the lik~s of her ~ 
therapist: Oh , don't pay an;)' at ·~ e<1tion to her; just give her tht. work to do and 
and leave it at that. 
1. - 2. - 3. - 4. 
patient: (while being treated, talks c great cieal about her Efa.rly family life with 
her parents and brothers lli~d sisters.) 
I 
therapist: You've rrunbled on long enough. Let's attend to ~Usiness. 
1. - 2. - 3. - 4. - 5. 
patient: (aphasic) I waaa ...... nnnnnnnnn ••••••••••• na uu •. :.uummmmmm • • um aaaah •• ah 
therapist: That's enough talking now. Let's get to Hark • . j:oU: can talk later. 
petient: 
1. 2. 3. - 4. - 5. 
The vwman in the beJ next to mine is on a s pecial diet. 
what she gets to eat~ Good cheese and nice- pastry ·t;::oo. 
therapist: You think you're being cheated? 
1. 2. - 3. - 4. - 5. 
·. '. ,, 
You should see 
Real good stuff. 
-4- 5 3 
Key: 1. strongl y agree, 2. agree , 3 . neut ral, 4. di sagr ee, 5. strongl y disagree 
patient: 
therapist: 
I've been wai ting so long t o walk i n t he ;;arallel bars. I 1m tired of 
waiting • . I've been here a long tline and I still haven 't had a chance. 
Oh, novi you haven 't been waiting t hat long . 
1. 2. - 3. - 4. - 5. -
patient: (with colostomy) I don 't like to go out an~nore . People look at me and I 
feel funny. I 1 d rather stay at home where I'm comfortable an"YJ:Tay. 
therapist: It 1 s har d to go out among people \·Jhen you think they look down on you. 
1. 2 .. 3. 4. 5. 
patient: ( paraplegic) I know I 1 m as ready to go home a s I 1 ll ever be. I can do 
everythi ng quite ivell, but I just don 1 t look foFviTa r d to going home like I 
thought I would . 
therapist: Sometimes it' s ha rd t o gi v e up vJha -G '"e know, and what is safe for some-
thing a bit nevi and different. 
1. - 2. - 3. - 4. - ~. 
patient: (a heiPiplegi c , crying ) 
hurts my neck so mu ch. 
so heavy ; and it hurt s 
This sling is t oo tight; it hurts my neck. 
(pUlls at sling and tries to ad just it.) 
my skin ... , 
Oh, it 
It's 
therapist: For goodne s s 1 sake, s top whinir.g •. You c an ask for help vJithout crying~ 
1 .. 2. }. 
. patient: I feel so furmy uhen r:ty t herapist is Natchi ng me do my exercises. 
kno1rJ what 1 s wrong except ti1a~ I never do as vrell ilvhen she 1 s around. 
makes me feel t hat eve r y-thing I clo is not quite right. 
supervisor: It 1 s ha.r d to vior~<: for someone who maims you feel uneasy. 
1. 2. . }. 4. 5. 
- - -
I don't 
She 
patient: I wish there was more to do in the s pare time. I'll be here for auhile and 
I 1 d sort a 1 l:i;.ke to make t~e best of it. If t l1ere was something to keep my 
mind occupied I'd be bett er ,'off, especially when everyone else has visitors. 
t herapist: It is even vvorse to b e alone when eve:r"Jone else has visitors. 
1. - 2. - 3 • . _/ 4. - 5. -
3cpatient: (arthritic) Oh, I can't do ~his ; t he weight is too heavy. Oh, I can't, 
I can 1 t. Can l. stop now?· 
therapist: Stop!? You 1 ve hardly begun. Come on nm'l, I kno1r1 you can do better that 
that. 
1. 2. 3.• ,;... 4. 5. 
. ' 
-5- 5_4 
Key: 1. strongly agree , 2 . agree , 3. neutral, 4a G.is a.gree , 5. strongl y disagree 
patient: I 1m. so uncomfort able . This •lisec;se lS miser a ':le. HovJ lons; :Jill it take 
me to get better ? 1 1m tired of being l i ke t hise 
t herapist: Don't 'loorry about that no''' • You hc;.ve er:.ough to th i !1k about just uoing 
the exercises . Time Nill tell. 
l. 2. - .3. - 4. r::, ..... 
. patient: (paraplegic) I used te> ;:;e a terri f ie dancer . Ba c;.,: n fe·v: years a~:;o there 
were very few who could out do me . ~w1r1 look at me~ 
thera -ist: SometiEJ.es it seems like t l1er' s no usefor a person whose legs aren 1 t 
any good to him. 
1. 2 . 3. -- 4. - 5. -
t hera) ist: lioH ccn you stand b~;ing witl1 l1er so long:' l ' d go nuts i f I hacl to treat 
her . 
t herapist: ,ier behavior is a little tr;ying sometimes. But you can understand it if 
you know t he fa.J;aly baci.;:gr ound . 
1. 2 . 3. - 4. c. ,/0 
. patient: 'l'his exercise is so hard to uo. I don 't feel vJell today arr~rv•ay. Do I 
have to do it anymore? 
therapist : You come up •l'liti1 son:e <>.xc~.~se like t hat almost every day. If you don 1 t 
>vork, ycu '".iOn 't get better. 
• patient : 
1. 2 . 3. !. 
-· 
5. 
(he:rd.plegic ) I wish rr:y brace wasr: 't so he &vy. It i.: oti:ers m3 -crh.en I vralk • 
( sorroi.vfully) ; .. othiEg see~ns to ')e right m:i;)Tffiore. Even my clot~1es do:1 1 t fit 
as -c r;.ey out;ht to r:.mr . i-1y leg i .3 D.e.s.vy enoush vJi.t:10ut t hs iJ r2ce, but I don 't 
suppose I could walk without it. 
therapist: 0ometimes , everytl:.ing seems ·co be against you. 
1. 2. - 3. - 4. - 5. 
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